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ABSTRACT

The economic analysis described in this thesis is designed
to compare two alternate approaches to post-hospital treatment for a ]
specified group of chronically i1] patients who are aged 65 and over
and eligible for Home éare at the point of dischargg from acute hos-
pitals. Relative costs and health effects will be compared between
the Hamil ton-Wentworth fHo are programme ;nd the ''no programme'

;
situation or the usual rm of treatment without Home Care, using a

Pl

cost-effectiveness model. Data will be collected from the Home Care

group (experimental!) and the No Home Cg}e group?control) in a con-

current randomized clinical trial of the Home Care programme for the

specified patients of interest. Costs will be measured as described
herein. Health effects of interest will be ph*sical function, social
function and morale.

The completed.results of the study will provide needed infor-
mat ion about the magnitude and distribution of costs in each programme
alternativé for this specific group of patients in Hami | ton-Wen twor th

\ .
and about the relation of costs to health %ffects. The analysis will

‘have relevance to the Hamilton-Wentworth programme and to the Ontario

-

Ministry of Health, as well as planners of similar programmes for
. ) v LA
similar groups of patients and the patients themselves. The data
should add to the grdwing body of knowledge about the economics of

=~

Home Care programmes.
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The methads developed here for measuring costs in a variety
of services and for collection of health service utilization data

»

could be applied to other studies of simllar_community:ﬁased, multi-
service programmes in relation to either gpecific patient groups or
the overall programme impact. The models 'used for analysis of costs,

and health effects within the context of a randomized trial should be‘\\\\)rr

applicable to other health care.evaluations.
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INTRODUCT | ON

"The economics of heaith is a curious discipline,
somewhat in the tradition of the theology of
inqulgences which flourished before Luther.

You can éount what the f;iars collect, you can
look at the temples they build, you can take -
part in the liturgies they indulge in, bit you
can only guess what the traffic in remission

from purgatory does ta the souls after death.
Models developed to account for the wfﬁlingness
of taxpayers to foot rising meqlcal bills provide
similar scholasticiguesswork about the new world- .

spanninnghurch of medicine."

. ) fvan I11lich [56]

In times of economic constraint, ;ll areas of public spending
come under scrutiny. The current cliﬁate in the Canadian economy has
léd to a renewed awareness of the finite nature of the resources avai-
lable for medical and related services. The resultant concern for
controliing expenditures has prompted an Increasing interest in the
techniques Sf ecdnomic.analysi& and an emphasis on the development
of cost-saving alternative formﬁ of health care. )

The problem of ailocating scarce resources among cbmpeting

programmes requires that administrators and policy-makers have

1



information about the effectiveness and the efficiency of alternative
health services. Effec;iveness, meaning that a health care manoeuvre
or programme does more good than harﬁ to those to whom it is offered,
is best measured in ranQOmized controlled trials looking at specific
health outcomes [17]. "Efficiency, meaning that the implementation of
a specific health care manceuvre or programme maximizes the return for
resources - invested is best measured using the techniques of economic
analysis.

Critics of economic approache§ to health care evaluation have
iSQUEd' in the same vein as I1lich, that the results are rendered
meaningless when information about effectiveness i; absent and must
be replaced by estimates. The same argument is applied when health

' .
outcomes, often intangible, have to be given a dollar value or when !
number of assumptions must be made about various parts"of the data -
base used [121]. At the same time, resource allocation decisions are
being médé based on the best evidence available. Economic analysis,
using the best availabie effectiveness information and cha!lenging
subjective assumptions where necessar§, can provide a systematic frame-
wsrk for these decisions. Moreover, there is no reason'foz not com-
bining effectiveness and efficiency studies in clinical trials, as is
the case in the study described here. A concurrent well-designed and

randomized clinical trial can remove the ''scholastic guesswork!! de-

relative to

plored by I1lich from the determination of health effec
the economic question. While the results of economic Studies do not

decisions, they can

L]

replace other forces brought to bear on allocation

provide needed evidence in terms of the efficiency é al ternatives.
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Community health centres, physician's associates, nurse-
prac;i%ioners and home care programmes are some examples of rgcent
alternatives developed partially in response to financial restraint
and parti-ally in resl';onse to therapeutic goals. |In some instances,
government and other insurers have shifted coverage to encourage
both consumers and providers to make less use of the expensive modes
of treatment such as acute care hospitals [55,103].

Home‘care programmes have been advocated as a cost-saving al-
ternative for patients recovering from an acute illness_episode (by
shortening hospital stay) and for the chronically ill, the elderly
‘and the handicapped (by shortening hospital stay and/or avoiding long-
term institutionalization). These programmes are also in response to
the generallylaccepted principle that remaining at home is preferable
to admission to an institution for therapeutic or social reasons (64,85].
Women are more interested in having their babies at home and in earlier
discharge from obstetrical facilities. Surgical patients are being
discharged eariieﬁ?txnd1in order to free up sJ}gIcal beds and to
maximize the positive effects of the home environment on recﬁvery.
in the particular case of children, efforts are being made to avoid
hospitalization, hence decreasing the negative effects of separation
from parents. Chronically i1l persons of'all ages are being maintained
at home rather than subjecting them to what can be a very isolafing
experience.

As Goldmann points out, '"Home care was largely ignored.in the -

period in which scientific medicine made great strides,[and] hospitals



became safe''[42]. In contrast to the pre-industrial ‘care in the home '

provided by family and friends, organized home care in the modern sense

means a coordinated and centrally administered programme whereﬁy a num-
ber of professional and para-professional services are provided in the
patient's home rather than an institution or clinic [57}. Such pro-
grammes have been in existence in the United States and some parts of
Canada since World War 11 [15,57,124]. The Ontario prbgramme, financed
by the Ministry of Health, has been in existence since 1958 [113].
}nitially, the Ontario Home Care Programﬁe was restricted to
“active“ treatment patients for whom rehabilitation was a reasonable
goal, and the patient was expected to be a short-term user of hbme
care services. In October 1975, the programme was extended to ;ﬁclude
chronically i1l patients in three pilot project communities: Kingston,
Thunder. Bay -and Hamilton-Wentworth. !n this portion of the programme,
patients have need of long-term care in order to maintain function and’
prevent detergoration. At present, the chronic programme has not been
extended throughou; the province, although four more communities were
added to the pilot project in 1978 and 1979. The Throne Speech in the
Legislature in the spring of 1979 promised full extension to all Ontaric
residents. A preliminary evaluation, using data from 1976, was done by
the Ministry of Health and released in 1377 [88]." It was hampered by
questionable data accuracy because of the rapid expansion which occurred
in 1976. The report recommended further evaluation once case-loads had

stabilized. To date, no further evaluation of the overall project has

been released.
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The cost-effectiveness study described in this thesis is de-
signed to be implemented in conjunction with a concurrent randomized
trial of the Hamilton-Wentworth Chronic Home Care Programme for
patients aged 65 and over who have specifik chronic disease 'diagnoses
and who are entered into the programme at the point of discharge iFom
acute care hospital. Egalth effects in terms of physical function,
social function and morale will be measured in both the experimental
gréup, who receive the Home Care programme, and the control group,
who do not receive the Home Care programme. Cost related data such
as Utilization of health care resources outside the programme itself
will be collected at the same time, The costs and health effects
measured after one year of follow-up will.be compared to analyée the
differences between the alternatives of Home Care and the statusrquo
or No Home Care, for the particular group in question. The objective
of the economic analysis will be to answer theﬂ’uestion:

What are the relative costs and health effects
(in terms of physical function, social function
and morale) af the-Hamilton-Wentworth Ho;e Care
Programme for patients aged 65 and over, who are.
eligible for Home Care, have specified chronic
disease diégnoses, and are at the point of dis-
_charge from hospital, as compared to the ''no
*broéramme“'situation for patients of the same
age and diagnoses who are eligible for but not
"admitted to the Home Care Programme at discharge

from hbspita]?
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Since, in 1978, 72% of the patients in the Hamil ton-Wentworth

Chronic Home Care Programme were aged 65 and over, and 60% were admit-

ted to the programme from hospital at discharge, it was decided that

this was the most appropriate group for the focus of the effectiveness
, . .
trial. Inclusion of a larger number of patient categories either in

_terms of age or diagnosis or point of entry into the programme would

increase the study's complexity and put its feasibility in jeopardy.
Since the Hamilton-Wentworth Home Care Programme has now been

stabilized it is appropriate to undertake an evaluation of its effects

»

-

on patient outcomes and costs to various constituencies(the Ministry
of Health or fhe‘patient and his fam}1y, for example}. Although sev-
eral studies in the literature have addressed the issue of the econo-
mics of ‘home care; no systematic analysis of a programme of the type
in Hamilton—wenfworth has been done. The opportunity to include an
economic analysis with a concurrent randomi zed trial pro;ides access
to first-hénd effectivene;s méasures.‘ It is relevant and timely that
such a study be done when one of the arguments used to "sell! home
care is that it will save health care dollars and whén the programme is
stabilized but not yet implemented on a large-scale, province-wide
basis. At least for pgtients of the type specified for the randoni zed
trial, the study should provide a reasonable estfmqte of the relatioﬁ-
ship between costs and health effects.

Chapter | describes the literature to date on home care pro-
grammes in general, including the tyﬁes of programmes that eiist, their

funding, the arguments for home care and the evidence in relation to

y



the effectiveness of the various programmes. The programmes described
in the literature will be contrasted to the o;e in Hamilton-Wentworth.
Chapter 2 describes'the role of economic evaluation in health care
planning and models for economic analysisr as well as those studies
of home care designed specifically to answer economic guestions.

The design of the cost-effectiveness study for the Hamilton-
Wen tworth progrémme ;s ouiiined in Chapter 3, including a brief des-
cription of the concurrent effectiveness study. Strategies for cost
measurement described in Chapter 4 include those for costs.of the
programme services and for similar.service? in the control group.
ln Chapter 5, the strategies for measuring COSts of health services
outs ide those of the programme &r the programme-equivalents in the
control group will be described. The alternative approaches to data
collection for community service and health service utilization will
be outiined in Chapter §. Chapter 7 summarizes the approach to the
analysis,of cost data in relation to health effects. Chapter 8
discusses the limitations on the interpretation of the resul ts.

Budget requirements for the implementation of the study are
outlined in Appendix A. In Appendix B, the;effectiveness study is
described in detail. Appendix C points out some of the issues of
methodology that would have to be addressed in an attempt to evaluate
the overal! impact of the home care programme on health services in
the region. Appendix D contains descriptive material about the Ham-
i1ton-Wentworth Home Care Programme. Appendices £ and F contain data
collection instruments for heal th effects and health service utili-

,ation data respectively.

&
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CHAPTER 1

e

HOME CARE: HISTORICAL PERSPECTIVES AND REVIEW OF THE LITERATURE

- 4
In this chapter, the deyFlépment of home care programmes will
be outlined, along with the social and economic climate in which they
have arisen. The patterns of care of interesk in this study will be
described. A classification JF home c;re programmes will be developed
according to stated goals, target pop;lation, type and extent of ser-
vices provided, methods of financing and the location of the admini-
strative responsibility. The literature on home care will be reviewed
and evaluative studies will be classified according to methodology.
Results of the evaluation studies will be summarized. 'The development

of home care in Ontario and Hamilton-Wentworth will be described and

compared to other jurisdictions.

The Development of Home Care Programmes

Prior to the rise of modern medicine and sophisticated health
care technologies, it was usual for the i1l and dfsabled to be tended
and maintained at home by family and friends. Hospitals were places
for the destitute and dying and were to be avoided if at all possible.
The modern home care programme is not designed to return to self-care

or family-care, but rather attempts to take the professional and

8
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para-professional services available in institutions Eo the patient
at home. Patients who do not use all_of'the technolagical and
specialized care in the hospital, but are there because they are not
re;dy to return to complete independence can bénefit from this type
of service. Patients who are'not in hospital, but-are having diffi-
culty functioning independently at home can also benefit.. Home care
programmes have been described in the following way by’ the Public
Heglth SerQice of the United States Department of Health, Edycation

and Welfare:

"' A coordinated home care program is one that

is centrally administered, and that through

coordinated planning, evaluation and fol low-up

procedures provides for physician-directed

medical, nursing, social and related services

to selected patients at home.' "

(57]

N

_ In the United Sgates, such programmes date back to 1796 when
a nursing service for the homebound indigent sick was established by
the Boston Dispensary [114]. The first modern programme, however,
is generally considered to be the one at the Montefiore Hospital in
New York City established in 1946 (5,15]. Sinée that time, home care
programmes have proliferated in varying degrees of comprehensiveness.
Many are based in and administered by hcépitals and funding varies
from public to private agencies.

in Canada, home care programmes are varied in terms of "approach,

organizatién, scale, payment and problems'' according to M. Wills in his

1972 review [124]. The province of British Columbia has had home care
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programmes , althohgh not fully subsidized, for over 50 years[20].

Ontaric initiated home care programmes for "active' short-ter% patients .
in 1958 on a pilot basis and the full programme was begun in 1966.
There are now 38 programmes throughout the province. The Chronic Home
Care Pilot Projéct was begun in 1975. Saskatoon has had a publicly
financed and hospital administered programme since 1959 that has been
successful in meeting its goals of rehabilitation and long-term main-
tenance in the home [54].

As in the United States, various forms of home care have de-
ve loped throughou£ Canada. In Ontario, '"active'' home care for rehab-
ilitation over a short-term is publicly funded and administered by
di fferent agencies in different communities. For example, the
Hamilton-Wentworth programme is one of several run by the Victorian
Order af Nurses and its Board of Directors, while in Toronto, the
Home Care Programme has its own Board. At present, éhe Chronic Home
Care Programme, similarly financed, is available only in a limited
number of pilot study communities.

The movement toward home care can be linked with two particu-
lar side effects of the health care expfosion of the twentieth century.
The first is the dis;overy that institutionalization, either in acute
care hospitals or long-term care facilities, can have negative effects
on the results of medical treatments and on social and emotional
functioning. The second is the fact that health care planners are
under incréasing pressure to contain costs and deveiop alternative

forms of service which will make better use of the health care dollar.
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Home care programmes have been 'sold' on tq; basis that they will save
money , particularly when compared directly . to hospitalization. This
is dependent on what the economic goals of the programme are and what
elée happens in the health care s?stem, as will be discussed later in
this thesis (Appendix C). .

The generally accepted concept that care in the home is prefer-
able to hospital care has its basis in studies of the sick role, the
effects of institutions on recovery, the development of interest in
terminal care and longlterm treatment of the chronically ill and the
rise of consumerism in the health field.

As the complexity of modern health care has increased and we
have come to rely on more specialized skills and technologies, the
centralization of these services into the present-day hospital has
develbped as a logical corollgry. In addition, the‘great strides in
health care which came about as a result of the growth in hygienic
practices since the mineteenth century [35] have enhanced the role
of the hospital as a place wheré standards can be monitored and
majntained. John Knowles has summarized the place of the hospital

in our society:

"The hospital has evolved from a House of Despair
avoided by all but the impoverished sick to a
House of -Hope to which all roads lead in time of
crisis -- be it somatic, psychic or sqcial in
origin."

[62]
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Concurrent with the new dependency on hospitals and high tech-
nology, modern North American life-styles are characterized by a move
to more placement of the elderly, infirm and dying in institutions of
all kinds ... nursing homes, chronic hospitals and homes for the
aged [2]. The decline of the extended family often results in few
familial resources avajlable to our elderly citizéns.

in Canada, from 1958 to 1968, furtth incentives to hospital-
ization existed when universal public hospital insurance existed, but
simigar medical insurance did not. Evans [29], Leclair [66] and
Soderstrom [103] élso point out the disincentive to keep people at
home because of insurance coverage for Institutionalfzation only.
Schwenger [98] notes that in spite of a smailer percentage of the
population over the age of 65 than in Britain or Western Europe,
Canada has a higher percentage in institutions. The Science Council
of Canada [99], referring to this phenomenon, stated; "'Undoubtedly
.. one of the main factors is that in Canada home care services
were not insured simultaneously with hospital and institutional care

.. As a result,_continuous pr?ssure has existed for years in this .
country to place far too many sick and older people in institutions."

Counter to this reliance on institutions is a growing concern
for the unwanted effects of hospitalization thaf arise because of re-
moval from familiar surroundings, impersonal approaches and the depen-
dency fostered by long-term institutionalization. Goffman's work on

the effect of total institutions and Parson's work on the sick role

were central to focusing on the negative aspects of hospitals [4%394].

‘;
S
“-&
. e



Several investigators using analytic survey techniques have found
instjtﬁtionalization of the aged to be associated with heightened
morbidity, high rates of mortaiity, and gross psychological disa-
bility [1,67,94,96]. In the case o% long-term institutionalization,
it has been shown that dependency and limited control over one's
qadaily activities can decrease motivation, productivity and personal
satisfaction [114]. Several authors advocate care in tig home, par-
ticuiarly for the chronically ill, the elderly and the terminally
ill [2&,75,5],96,10&]. Central«to the argument for care in the home
is the idéa that maintenance of a normal and familiar setting can
enhance satisfaction and motivation to fun;tion at the highest level
possible.

Along with increasing awareness of positive therapeutic effects
from keeping people at home, there is a growing consumer movement in
heal th cére. Trager points out that ''In recent years, there has beeﬁ
a growing emphasis on the therapeutic importance or preservation of
personal life-styles, of the protection of the individual identity,
and of: the patient's righgs -- moée simply defined as the restoration
of normal rights énd privileges to persons who happen to be ili“ [116].
Many patients prefer to stay at home for as long as possible or to go

N

home sooner from hospital. The women's movement in North America has
) -

brought about a new awareness of delivery in the home (this is a usual
L
practice in Europe and Britain).
Although medical and health care services abound, they are not

evenly distributed throughout the province and in some areas admission
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_ Appendix C), the argument is supported by reports of over-use of

14

to hospftal means “not only removal from one‘? home, but alsc may mean
removal several miles away from one's communilty. Home care programmes
can bring professiopal services to the patient. It has been reported
by Brickner and his colleagues in New York City [6] and Gibbon in
Hamilton [39] that even in these cities, the elderly are homebound to
the extent that they might as weil liveé in an isolated community in
terms of their access to health care facilities. These people are in
nﬂéq of some services either in the home or in clinics but are either

physically or financially unable to get to availéble seryices. One

problem with elderiy and disabled people remaining at home instead of

in institutions is that the care they require can often be of real
physical and fimancial hardsﬁip on families who tend to them. Writing
about domiciliary care models in Britain, Cang points out that such’
programmes caﬁ protect ''refatives from unreasonable‘st?ain, since home
care is not at the cost of the relatives‘beiﬁg worn-oum, or having to

t

give up work or other activities" [n].
‘

he economic case for home care assumes that ‘the programme is
af Teast as effective in achieving heal th outcomes as the alternative

of the usual form of ambulatory and/or institutional care in the

community. The argument is that home care programmes will cost, less

I
=

in dollars either through early discharge of patients from hospital
or avoidance of admissions to hospital or other residential institu-
tions. Although there are several problems in the me thodo logy of

equating one home care day to one saved institutional day (see

institutional resources by the over-65 age group [98].
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in spite of the fact that national health expenditurés in

Canada have been increasing in absoiute terms since 1960, this is

not reflected in trends in health spending when expressed as a per-

centage of the gross national ppoduct. Ih fact, that percentage

has been decreasing slightly since 1370 [501. This is in contrast

to the United States whefe total expenditures have been increasing

less rapidiy but the proportion of the gross national product which

health spending represents has been increasing steadily [48]. In

1975, Canada spent some $11.3 billion on health or-6.92 of the gross

national product [49,50]. The portion spent for bersonal health care

was $10.2 billion or 6.1% of the gross national product. Institutional

care accounted for $6.2 billion or 3.8% of the dross national productﬂ

Thus, 89% of all health care expenditures were for personal health

care, and 61% of those (552 of the total) were for institutional

care. Preliminary data for 1976 [51] indicate little chénge in these
--ﬁroportions. In that year, some 515.6 billjon were spent on health,

with 88% or $11.9 billion spent on personal health care.and 54% of

the total or $7.2 billion spent on institutional care. |

In 1976, -R.D. Fraser and his associates, working for the Ontario

Council of Health, published a monograph in whikh théy estimated the

direct and indirect economic burden of 111 heal th inIOnfario for 1971,

by diagnostic category [32]. The direct burden estimates attempt to

measure the expenditures for the prevention and Freatment_of di;ease,

excluding certain costs such ag education, research and non;prescrip-

tfon drugs. The major components included were hospital care,physician

‘. and dental care and drugs. |t was estimated that the total direct

-
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burden for 1971 (that is, the cost of delivery of services) was
$2.,002.9 million and that the hospita; portion of that was some
SILTEF 7 million. The indirect burden estlmates attempt to measure
" productivity lost due to morbidity and mortality, in this case using
hospitai morbidity only. Overall, the imdirect burden of i1l health
for 1971 was estimated at $973.8 miilion.

SInCE it is clear that hospital costs accomnt for a large per-—
centage of overall health costs,-home care as an alternative is attrac-.
tive. The argument is based on the assumption that eithef the length
of stay can-be rgduced or that admission to a long-term care facility
can bg avoided_. ‘Al though there are methodolmgic problems in using
per diem rates for analysis in that they often do not reflect resources
used up (see Apmendlx C and Chapter 5), these are often used in ther
literature to illusfrate_home care proérammes as cost-saving. For
example,- Walton and MecNairn [119] compare the daily rate of $7.63 for
the Hamilton-Wentworth Home Care Proéramm§ in 1976 to $66.30 for a
Chronic Care bed, $122.10 for a Rehabilitation bed and $]5.0d for the
Ontario Health Insurance Plan (0.H.1.P.) portion of the daily rate
for an Extended Care bed in a nursing home.

The organized home care programme in Ontarlo is financed
publicly and therefore the financial burden to the patient and/or
his family is much relieved if there is a programme in place. Most
of the services coordinated through the Home Care programme can be
purchased privately by the patient. With one exception,.theSe are

not insured under 0.H.1.P. and the patient must-pay a fee-for-service
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unless he has a private extended medical insurance plan. The excep=
tion is when the patient attends an out-patient clinic for physid-
therapy or speech therapy. in this case, the cost of the gervice is
covered by 0.H.I.P. through the funding mechanism for the clinic.

From the viewpoint of the patient and his family, the Home Care
programmé can be a cost-saving one if the services publicly financed
through the programme are purchased without it. Some 'services' such
as drugs are purchased by the non-Home Care pétient, but it is most
likely that the majority of services are not, even though they are
_ available. There may be costs associated with an increased amount of
time donated to the patient by all family members, but again this will
not be so in every case. Moreover, Home Care may increase patieﬁt
costs. |f, without the progfamme, the patient would have permanently
given up his home and‘entered an institution, then his room and board
costs are an added expense with home care. With the newly announced
chronic care fee for institutionalized patients [53] this would be
true for 60 days. After that time, patients would ‘pay a chro&fc care
flee per day to cover room and board costs. This may of'may-not equal
the room and board costs of Home Care patients.

The issue of the effect of Home Care on the'financia] yurden
to the Ministry of Health is more complex. If a héme care programme
is mounted with no other changes in the system (that is, no altera--
tion in the hospital bed stock or hospital utilization péttefns) then
the programme -is 'added on' to ekisting expendiﬁures and one would ex-

pect an increase’ in the government financial .burden. One might also



expect an increase in health levels in the populé ionl given that
all existing prog;anmes and the home care programme a¢e effective.
in other words, the increased input éf the Eome care services might
Ee expected to increase the oufput of health. |If this were true,
it might justify the extra expense, but cannot be construed as evi-
dence that home care saves dollars.

The argument used to tsell' home care by comparing.daily rates
between institutions and the programme assumes that one home care day
equals one hospifal day saved. A counter-argument is that this will
only be true if hospital beds are clo;ed. - However, beds are often
Yelosed" by shutting down a ward and not staffing it. In this instance

, : i
there are still expenditures associated with the facility in the form
of maintenance and capital dépreciation. The only way we can say that
the daily expénses associated with ''closed' beds are saved is if the
beds are “ompletely eliminated as contributors to the total expenses
of the institution. If, as a result of the home care programme, ex-
benditurés are decreased by an amount greater than those incurred by
home care, either by eliminating beds or some other programme, then

the home care programme can be said to save dollars from a govern-

ment point of view.



Descriptions of Home Care Programmes

In this section, home care programmes will be classified
according to a number of service and administrative characteristics.
The Hamilton-Wentworth programme will be described in relation to the
comparison of interest in this study, and in order to contrast other
programmes from the literature. The variety of home care programmes

in the United States and Canada will be reviewed.

Classification Scheme

The literature contains many articles on care in khe home. The
form and goals of programmes vary widely, and it is helpful to place
the various types in some sort of classification scheme. This scheme
is outlined in Table 1.1. As can be seen, programmes may differ in
terms of their overall‘goals, both tH;rapeutic and economic, their
funding, the services provided and theirhgdministrative organization.

Evaluative studies are classified later in this chapter.

The Hamil ton-Wentworth Programme -

In terms of the ser#ices prov{ded, the_Hamilton-Wentworth Home
.Care Programme is comprehensuve in scope, coordinating a number of
professional and para- professuonal fervices for its pakients. These
include visiting nursing, physiotherapy, speech therapy, occupatuonai
therapy, visiting homemaking, social service, meals-on-wheels, sick-

_room equipment and some others. A few of these services are provided
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directly by staff of the Home Care programme, su&h as social service
and occupational therapy. However, most of the services provided are
purchased from existing agencies in the community and coordinated
by the programme. The patients in the programme require acute or
chronic care with the various goals of reducing hospital stay; main-
taining function and preventing deterioration in order to avoid insti-
tutionalization; and reducing health care costs. The programme serves
patientShﬁh any age group. In this study, the programme of {hterest
is the one désigned for chronic patients in order to maintain function
and prevent deterioration and EHE\age group of interest is the 65-and-
over éroup. Patients in the chronic portion of the programme have
aécess to the sime group of services as the active patients, but some
services {such as visiting homemaking) ére not as restricted in terms
of number of hours alIerd. Al though there is no restriction on length
of stay on Home Care in either portion of the programme, it is gener-
ally the case that active pétients stay for a shorter period‘based on
their goais of return to complete independénce as o;g;:;d to mainten-
ance of function ingﬁhe chronic programme.

The programme is publicly financed through the Ontario Ministry
of Health Personal Care Division. Although-the programme requires a
physician's referral for admission, the physician's fee is not funded
by the programme itself, but rather through the Ontario Health Insur-
ance Plan. In Hamilton-Wentworth, fhe programmg{is administered by -

the Victorian Order of Nurses of Canada, Hamilton-Dundas Branch.
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The cost-effectiveness study described in this thesis is
concerned with the comparison of the Home Care programme for patients
who are aged 65 and chronically ill to the usual pattern of care in
the community (without Home Care). Patients eligible for Home Care
at the point of discharge from hospital will be assigned to either
'Home Care' or ' No Home Care', and the costs associated with each
alternative and the relative health effects will be measured. Hence,
the comparison of interest in this study is between two alternative
forms of patient management in the community. This is in contrast to
many studies reported in the literature, which compare home care to
so&e form of full or part}al hospitalization.

The Ontario Home Care Programme began as a pilot project in
Toronto in 1958, and now exists in 38 communities throughout the pro-
vince for 'active'.or short-term care [85]. The pilot chronic care
project was begun in October 1975 in Hamilton, Thunder Bay and Kings-
ton, ;nd was expanded to four more communities in 1978 and 1979. It
is still considered a pilot project, and the Ministry of Healtﬁ is
undertaking an overal | évaluation.‘ The programmes are generayly
administered locally by an already existing agency and are publicly
funded. In Toronto, the Home Care programme has an independent

Board of Directors.

Programmes Reported in the Literature

Programmes of primary interest to this study are comprehensive

in scope, provide chronic care, are designed to maintain function and
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reduce costs, are publicly funded and are administered by a community
agency. However, few programmes described in the literature are exactly
like this. The descriptive literature will be reviewed with these
classifications in mind.

Comprehensive programmes are described by a number of authors.
In British Columbia, “hospital-replacement-day'' projects have been in
place in a number of communities since the beginning of this decade.
They are fully subsidized and administered by the government, and pro-
vide a variety of services to acute, chronic, maternity and pediatric
pat%ents. Crane [20] points out that hospital staffing patterns have
altered since the beginning of the projects to accomodate a sicker
hospital population. -Manitoba has a fully'comprehensive-programme
for both acute and chronic patients, government financed and adminis-
tered [45]. Rioux {92] describes fhe Edmonton programme which empha-
sizes social service as well as health care and coordinates services
from existing agencies such as the Victorian Order of Nurses, much
like the Hamilton-Wentworth programme.

In the United States, some comprehensive programmes include
physician services with home vi;iting. For example, the Montefiore
Hospital programme in New York City proQided this service along with
several others using the staff of fﬁe programme [15]. Although this
was a comprehensive programme including several types of patients, its

emphasis was on the chronically i11. The programme has moved away

'
-

from the home care focus into out-patient work with special transport

for patients to the clinic [93] as a result of changing styles of

A
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physician practice and the hazards of home visiting in the 'concrete
jungle'. Other hospital-based programmes are at the Massachusetts
General Hospital [114] and the Beth }srael Hospital [57] in Boston.
Hurtado and his colleagues at the'Kaiser-Permanente Health Plan [55]
in Oregon describe a hospital-administered home care programme
designed to ease the pressure on both acute and extended-care beds

One aspect of the study was to train and use home health aides instead
of more expensive professionals. This aspect of the programme is des-
cribed as particularly successful. Hurtado also closely monitored
costs to the insurance plan of each of the alternative forms of care,
and this aspect is discussed in more detail in Chapter 2.

In Canada, Lewis and Mackey [70] have reported on a programme
for elderly and post-operative patients, provincially fu;ded and oper-
ated duf of the Central Hewfoundland Hospital.~ In Winnipeg, there has
been a home care programme in operation since 1958 at theIWInnipeg
General HOSpital for chronically ill patients [16]. In Wellington
County in Ontario, a special project'administered by the Victorian
Ordef of Nurses provided short-term home care for a variety of acute
patients and longer-term care for chronically ill patients from 1965
to\l96zifith special National Health and Welfare funding [22]. This
programme has since been extended to cover Dufferin County and the
City of Guelph, and is funded through the usual provincial route as are
o;ﬁer home care\programmes ih the province.

Some programmes are designed only for the acute or short-term

patient. The study reported by Gerson [36] in Newfoundland to evaluate
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the economics of home care, and discussed in more detail in Chapter 2,
was designed to reduce hospital stay for a number of specified acute
medical and surgical conditions. The reasoning in a programme like
this is two-fold: first, that the patient will recover faster and more
satisfactorily in his own home and second, that the early discharge
of such patients should reduce costs or increase the availability of
beds. Other active programmes are described by Shah [10]) who studied
early discharge pos t-operatively for children, Echeverri [26] who
looked at post-operative home care in Colombia for adults with non-’
major surgery,'and Mather [77] Qho studied the effects of home care
for myocardial infarction when compared with hospital treatment.
Chronic home care programmes, especially for the elderly, are
commonly described and many authors see this patient group as being
the one most likely to benefitlfrom home care. . Several progrémmes
already mentioned include chronic care fbr the elderly, including the
ones described by Hurtado [55], Crane [20], Rioux [92], Cherkasky [15],
Lewis‘and Mackey [70] and Tolkoff-Rubin and ﬁolleagues [Ilh]l Brickner
describes a programme in the Chelsea Village area of New York City th?t
is jointly administered by hospital and community officials [6]. PRoth
describes a hoépita!-bésed programme for chronic patients [95]1,  Similar
brogrammes, des igned to maintain function and prevent deterioration are
found in various parts of the world, for example, in the Netherlands
and Scandinavia [76], in Israel [71] and in South Africa [40]. Several
studies have gxamined.domiciliary care in the United Kingdom and are

discussed in the evaluation section of this chapter and in Chapter 2.
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In countries where there is unive;sal medicare, these services are
usually cqvered in some way by the scheme. In the United SEates,
funding varies from government insurance (where applicable),rto pri-
vate insurance schemes such as that described by Hurtado [55), to
programmes where patients pay a fee for service.

Many programmes are designed to provide a'giggle service or
care for patients with a single type of disease. Examples of this
type of programme are services for home maternity care [27,72], res-
piratory care [34], paraplegia [109], hemophilia [llj] and psychiatric
care [31]\fb’name a few. These programmes will not be reviewed in
detail here since they are not comparable to the one in Hamilton-
Wentworth in this study. They are often funded by foundations for
the particular disease and many have been in operatioh for years.

The Working Group on Home Care Programs (Health and Welfafe
Canada) has overviewed the field and strongly recommends the inclusion
of home care as a universal benefit under medicare (45]. This redom-
mendation is-;upporfed by the Ontario Council of Health Task Force on
Heal th tafé for ‘the Aged in its report published in 1978. The Task
Force recommended that the Ministry of_Health expand Home Cére Pro-
grams to provide better total care in the elderly persons' own homes

. on the assumption that further evaluation of the pilot projects
offering home care to chronic patients ... supports the exﬁansion of

Chronic Home Care.'" [85] Home care pragrammes have also been supported

by the Federal Working Group on Health Services for the Elderly. [47]
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Among articles in the literature that advocate home c;re in
general, Griffith [43] has advocated ;he.treatment‘of the aged cdardiac
patient at home. Somers and Bryant [104] deplore the neglect that has
been a long-standing problem in this area of health service. Markson
surveyed community services for the elderly in 1973, and recommended
expans ion of home care,service§ [75]. Donabedian and Rosenfeld {241
followed 82 patients from disaba{ge with heart disease, rheumatoid .
arthritis or diabetes for 60 days, concluding that a home care pro-
gramme would have been valuable for this group. After 60 days, L18%
were institutionalized and only 5% had not made any deﬁand on 'care-

taker' services in the community.

Evaluations of the Effectiveness of Home Care

i

By far the most common forms of review of home care reported

in the literature are surveys and descriptive studies. In summariziqg
the results, many ;uthors make advacacy statementy mbout the positive
value of home care and its potential as a cost-saving alternative form
of health care delivery. Several studies discussed in the previous
section can be cléssified,in this way. (6,2,71,92,114]

Excluding thg descriptive literature aiready reviewed, stﬁdies
that attempt to evaluate-Home care programmes are classified in terms
" of methodology used in Table I;E. |n;luded'1n the table are the types
of outcomes of interest to the investigators, namely: morbidity, mor-

tality, functional health outcomes and patterns of health service

utilization.
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In ‘studies of the\aggT:tic survey type, the aim of the work is
generally to analyze the status of a group of patients on home care in
terms of health service ueilization and functional status. In some
studies, the rates of expenditure~fQr the' home care service. components
(for example, costs -to the orogramme of ; nursing visit) are measured
and compared to the daily rate or tofal rate per case of hoepitai[z;;
tion. ‘Nolattempt is made to measure costs other théﬁ those of the
service components of the home care programme. For example, Cherniak
[16] estimated.the costs of the programme per oatient years (based on

.service costs) and compared this to the cost per day of hospi;aiize;
tion as deféned in the per diem rate. Most au;hors include somé
similar fdrm of crude measure o% costs of patient service in com-~
parison to institutional costs.

Cherniak analyzed dutcomes in relation to re-admission to hos-
pital and mortality among chronic respi;etory patiente over a ten year
period in the home ca%elprogramme oF‘the Winnipeg General Hospital.
Some Ssz’of the ‘patients were re- hospltal:zed and 47% died after an
;average of 361 days on the programme. He and his col leagues concluded
that this was inevitable due to the nature of the condition regardless

-

of where the patlent is treated and that the home treatment programme

' A

has benefncna] effects in' terms of Famlly relattonshlps and content-
ment. , Tﬁese outcomes, howeveo:\were not measured in the study patiente.
Hunt and Crichton [54] studied the records of the Saskatoon Home Care
Progreﬁpe over 16 feers“in some detail. This programme is adminiséered

by the uwiversity Hospital of the University of Saskatchewan and is

-
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very similar to the HamiltoﬁEWentworth programme in térms of the ser-
vices provided, the patiénts cared for and the criteria for admission.
They anecdotally describe the typés of services and problems that
occur wi;h patients such as_spinal.cord‘inju}ed)people, terminally i1l
people and stroke patients. They concluded that the programme wés
a%}e to maintain function and that only the severely disabléd were ad-
mitted to hsspjtal. |

Hurtado [55] in the hpmé c;re pr;gramme of.thé Kaiser-Permanente
Health Plan in Oregon found that home care was an important added ser-
vice to the other aIternatives of aéute or exgended-;are hospital, and
that patlents often passed through all services in the course of an
illness eplsode. Home Health Aides were successfully trained and su-
pervised to carry out several functlonsrprevaously done by more costly
professionals. Krause and Armstrong [63] Iongitﬁdinally compared (by
record review) 218 paéients in the Kingston, Ontario pilot Chronic
Home Caré project to staff predictions of tbéir prognosis and rate of
re-admission to hospital. -Théy found that Lhe Home Care programme de-
- lays admission to hospital and produces foreseeable stabi]ity in the
.‘patient's condition. Wartski and Green [120] randomly selected 67
_patienté in the ﬁéssau Countf New Ysrk Home Care brbgramﬁe in a sample
stratified by length of time in the programme. Thé Barthel Index of
physical function was used with these patients to compare functlonal
_ohtcomes with some characteristics of the pat:ents' experiences with
home care. The study supported the use of functional indices in

evaluatWg home care programmes, partlcularly |f before and after

A\ g
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measures can be taken. The study did not demonstrate any correlation
. L]

between functional capacity and amount of service used, such as number

of visits or length of stay on home care.

While these analytic surveys indicate that home care may be a

i
4

worthwhile service in terms of meeting its stated Fherapeutic goals,
they cannot demonstrate effecti&enoss because of 1imitations in the
design. Wlthout a control grOup who do not recelve home care, there
is no way of knowing whether or not these outcomes would have come
about anyway regardless of the programme. In addition, several of the
studies use Subjective cllnncal judgement, either from 5urvé95 of the
opinions of staff or:from record review, rather than |ndependent
assessments or objective measures token on the patients themselves.
Hence, the comparability qf_the functional outcome data is in question.

Cohort analytic studies attempt to corréctisome of .the probiems
of methodoiogy inherent in analytlc surveys by following two or more
groups of patients, some of whom do not receive home care, over time
and measuring. outcomes direct}f. Control groups are usually matchod
to the home care groups on a variety of characteristics such as age
distribution, diagnoses and“khe like.

.Bryant and her colleagues at the St. Luke's HOSpital-Medicai
Centre in New York City (7] studned two matched groups of stroke
" patients who eiQEZF*ued or'did not receive home care. They found
fewer recurrences of stroke, fewer deaths and shorter hOSphtal stays
in’ the home care group. ‘Both groups were. followed from admtSSton to

hospital with stroke through nine months. Mitchell [79] reports a
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comparison of three alternatives for long-term care in the United
States Veteran's Administration Health Service. Usingsa non-equi-
valent contro! group.design and multiple regression analysis, they
found that the homé_care patients had the greatest mean improvement
in functional health status, but that patients with good or guarded
prognoses showed the greatest mean improvement over all programmes .
Functional outcomes were measured with a Functfonal Status Index ad-
ministered by independent social workers at entry into the study and
at 3 months follow-up or at exit from the programme, whichever came
first. Epstein [28] compared home care patients in one area of
Jerusalem with patients not receiving home care in an adjacent area
of the city and found that there were nd\significant differences be-
tween the groups in terms of re-hospitalization or functional capacity
as defined by the atteﬁding physicians. The home care patients were
more compliant with-medgcal instructions however. .-

A system of random asgignment of‘patients to” the experimental
or control manoeuvre in randomized trials eliminates the pﬁbblems of
possible systematic differences between the two groups which, can oﬁcuﬁ
in cohort analytic studiés.' The results of a well-designed randomized
trial can answer questions about effectiveness with a reasonable degree
of accuracy. Of the six randomized studies reviewed here, none closely '
approxihates the one proposed for the Hami | ton-Wentworth programme in
terms of the specffi; pafient population or the scope of the programme
and services provided. : ‘ | .

Xy

Gerson and Hughes [36], in a study of .a hospital-administered
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home care programme for short-term primarily post-surgery patients,
found no difference in all but 5 of 13 surdical conditions in the
length of time before return to usual activities between home care

and hospital-treated patients. Gerson acknowledges difficuﬁties with
the implementation of the study because of the fact thét.the prdgramme
was new and many patients randomly ass igned ;o home care were not
placed in the home any.eérlier than hospital patients. The economic
aspects of this study are discussed in CGhapter 2. The programme
differed from the one of interest here both in terms 6F administration
and target-group. Gersten and his colieagues [38] studied’ the results
of physical rehéSilitation services offeredlin the home or in a hospi-
sLal clinic in Denver, Colorado. The results from this randomizéd s tudy
indicated that the home situation had certain advantages (such as less
transportation inconvenience and easier identification of problems) but
that neither was superior in terms of a variety of detaited functional
outcome measures. This group and programme differ from the Hamilton-
Wentworth situation, in that it is not comprehensive but service-
specific.

J.0. Hill and his colleagues [52] randomly allocated emergency

calls about possibie myocardial infarction to home care or hospital
care. In the home care group, a hospital-based team assessed and

" treated patients in the home in response to a call from the family
physician. They concluded that hospital admission provided no clear
advantage for these patients. This short-term acute care programme
.differs markedly from the one described in this thesis. In a pro-

gramme more closely resembling the one in Hamilton-Wentworth,
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Katz [59] randomly assigned patients discharged from ghe Benjamin Rose
Hospital (a chronic rehabi}ifation insFitution) in Cleveland to visit-
ing nursing or control groups. There were 300 patients in all, and the
manoeuvre tested was the single service of visiting nursing. Results
indicated .that, for certain sub-grougs of the sample, the nursing pro-
gramme generated use of other services. Also, there was a decrease in
functional deterioration in the experimental group. in another study

in the same city and out of the same hospital, Nielsen [82] studied
survival, contentment and institutionalization between groups of
patients who either did or did not receive an experimental home aide
service. By design, nursing and social services were not available to
either group. Outcomeé were measured at one year by structured inter-
view. The results demonstrated that the trea .ent up had (a) fewer
admissions to long-term Institutiong; {b) some increase in 'contentment'
scores and {c) no difference in death rates.

In summary, the review of the evaluative literature reveals a
few studies of programmes that indicate some favourable cutcomes with
home care. Howevér, none of these programmes match the one in Hamil-
ton-Wentworth in terms of organization and services provided or in
terms of the patients served. The only comparison of two community

alternatives {versus the comparisdﬁ of community and hospital care)
is the one done by Katz. That study looked only at one service and
the results are coﬁfusing. None of these studies included a detailed

and systematic economic amalysis.



CHAPTER 2

ECONOMIC EVALUATION IN HOME CARE

This chapter will overview the pfincipies central to economic
ebaluation and models for economic analysis, with particular reference
to the health service field. Studies reported in the lﬁterature whose
specifi# goal was the economic evaluation of home care will be reviewed.
The rationale for the choice of a cost-effectiveness moaél will be dis-
cussed-and the choice of viewpoints and defiﬁition of cost categories

will be outlined.

Economic Evaluation in the Healith Services

The current pressures of shrinking budgets and rising expecta-
tions have already been mentioned earlier in this thesis. It is most
likely that the new interest in economists (on the part of health care
workers) and in health {on the part of economists) is not merely a
matter of chemistry, but founded on a mutual awareness of the.need for
both sound .policy and efficient health care programmes. One‘ﬂebate‘
that continues is related to whether or not it is valid to evaluate

_the efficiénéy of & programme before the effectiveness of it is known.
Kiarman points out that "'such aﬁ exercise is not only idle, in that it

can make no contribution to policy formation, but it may be counter- -

| s\
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productive if it obscures the fact that the rélationships between in-
puts and outputs are not yet knéwn and remain to be ascertained.''[6]]

It is true that economic evaluation does not address the ques-
tion of whether or not a particular health care manceuvre prodﬁces
certain health outcomes (that is, the relationship between technical
inputs and outputs); Indeed, the effectiveness of the manceuvre is
assumed in the course of an_economic evaluation, which is primarily
concérned‘with the reiation between resou}ce inputs and outputs. On
the other hand, few health care manceuvres or programmes have been
evaluated scientifically to give reasonable estimates of their effec-
tiveness, and most programmes are advocated on the bésis of educated
speculation or anecdotal reports as to thei;.results.

I; remains that health policy-makers decide daily as to the
fate of a variety of programmes, and this is becoming more apparent
since health care moved into the public sector as a result of the
introduction of universal medicare. As Weinstein and Stason.[121]
point out, tge need to make decisions';uggests that we do the economic
analyses on the best available evidence to make resource allbcatibn
decisions and that designs allow for incorporation of new data when it

becomes available. Cochrane, in his excellent monograph Effectiveness

and Efficiency [17] writes the following:

,?f

'""The main job of medical administrators is to make
choices between alternatives. To enable them to
make the correct choices they must have accurate
comparable data about the benefit and cost of the
alternatives. These can really only be obtained
by an adequately costed Randomized Controlléd
Trtagl. "

(italics mine)

&
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Although there is some evidence tohéuggest that organized home
care programmes are effective, they differ widely and the studies done
are often less than scientific. The effectiveness study which is con-
current with this economic analysis will attempt to discover the h;alth
outputs of the programme in Hamilton-Wentworth for a particular-group
of patients. At the same time the cost-effectiveness analysis will
attempt to answer the questions about the programme ‘s efficiency.

Thus the study will generate effectiveness and cost data at the same
time, in the manner suggested by Cochrane. Both’sets of questions
need to be answered before the popular moveﬂ;oward home care results

J”in its entrenchment as a usual practjce to the point that rigourous

scientific evaluation is not possible. O

Models of Economic Evaluation - ‘

Economic analysts have developed several tools for analysis

which are useful in the health field. The first of these, cost-benefit
anaiysis, was first introduced for the evaluation of water resources
projects under the Flood Control Act of 1936 in the United States[61,69].
The technique can be applied to a wide v;}iety of public policy alter-
natives at one time since both costs and benefits are expressed in terms
of dollars. Thus two programmes being compared need Eot'have the same
purpose or.be hpping to produce the same health effects. Fér example,
a cémparative cost-benefit arnalysis might be made between a screening
programme for cancer, thé use of seat belts to prevenf motor vehicle

-

accident deaths “and the development of public housing. The questions
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asked of the comparison are whether or not each programme produces more
dollar benefits than it costs and which of the alternatives maximizes
these net benefits. For examble, if Programme A costs less .to mount
and operate than Programme B, and it results in more productivity, then
the net benefits (gross benefits minus gross costs) will be greater in
Programme A. The weakness of cost-benefit analysis is that it requires
the conversfcn of all outcomes ot dollars, wHich is often difficult
with health outcomes that are less tangible than some others. Often
this problem has led critics to point out that a programme whiéh is
economically preferable by cost-beéefit analysis may not be preferable
for other'humanitarian reasons. .

Cost-effectiveness. analysis was developed by the United States

Department of Defense in testing weapons systems where ft was more rea-
sonable to examine the number of objectives met at minimal cost rather
than attempt to put a dollar value on the outcomes of military or naval
manoeuvres [69]. The technique is useful for.éghparing different vari-
ations of a single programme (for example, home versus hospital dialysis)
or different programmes where the same effects are expected as outcomes
(for example, lives saved through hypertension screening or cancer treat-
mgnt). Health effects may be expressed in a variety of ways such as
life-years saved, millimetres of blood pressure reduction, number of
deaths averted {lives savéd) or number of diagnoses confirmed; Whi le

the approach eliminates the.sometimes difficult problem of trying to

put a dollar value on health outcomes, the limits are that one can no

longer make statements about the amount of benefits that exceed costs
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as in cost-benefit analysis. At best, a ratio of the number of health
effects per unit cost can be deve loped and the programmes ranked in
terms of their ability to maximize effects in relation to a specific
unit of cost.

Cost-utility analysis (sometimes called the Health Status | ndex

model) is a relatively new technique developed to attempt to measure the
social benefit of real health-outcomes of the type usually used in cost-
effectiveness analysis [115]. Health effects are converted to a common
unit (for example, the health utility day) where the common unit can be
given a social value of some sort by various techniques. This measure
is a subjective value placed on a health state rather than simply an
objective measure of function as in some forms of health status index.

‘ Hence, although the costs only are measured in dollars, different pro-
grammes with different health effects can be compared because of this
conversion to a common unit of outcome measurement which has some social
value attached. Once can talk then about units of health uﬁility across
several different programmes. One example is the Quality Adjusted Life

Year (QALY) suggested by Weinstein and Stason [121].

Cost-minimization, a special case of cost-effectiveness analysis,
can also be called cost-comparison. |t is simply the comparison of
-,

costs between two or more programmes where the health effects are iden-

tical and the goal is to choose the iess costly alternative.
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Principles Involved in the Use of Economic Analysis

The techniques of economic analysis and cos}-effectiveness

13

analysis in particular were designed to assist the-aecision-maker in
identifying pfeferred choices for the ;Ilocation of scarce resources
(in this case health care-resources); The analytic techniques are tools
only and will not make the decision, but rather point out in economic
terms the efficiency consequences of dfFFerént courses of action. The
approach is relatively new to the health field, and is not without its
problems in interpretation. For example, Déherty and Hicks {23] note:

"Unfortunately, ... , cost-effectiveness has
been politicized into demonstrating how a given
program saves money. One hears, for example,
éxpressions such as-'home care is more cost-
effective than nﬁ}sing home care', only to
discover that cost is the important criterion
and that relative effectiveness is discussed
impressionistically at best, or, at worst,
ignored ... The resulting confusion is es-
pecially evident in the helplessness with
which administrative and evafuative arms of
geriatric health. care prograﬁé confront the
now common request that they 'demonstrate -

- cost-effectiveness' "

As will be discussed later in this chapter, many studies of the
economics of home care programmes fall into this category of demonstra-
)
ting 'cost-effectiveness' from the cost side only as a method of proving

that home care saves money. Systematic cost-effectiveness approaches,
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on the otheé hand, attempt to compare relative costs and ei}gzés in
order to provide information in an organized way for decision-makers.
Economic analysis measures the comparative benefits or health
effects of alternative uses of scarce resources in order to maximize
benefits relative to costs. Implicit in all economic ;nalyses is the
idea that the resources used up by a programme are no longer available
for some other use and therefore there are benefits foregone or effects
: (=] .

lost as a result of this loss of resources. This is the concept of
'opportunity cost' ’which must be included in the measurement of the
real costs of a health care programme Hence, rentg thaf are reduced,
donated space or dOnated time have an opportunlty cost attached to them
which reflects the actual resources used up. Inherent in any economic
analysis is the idea of comparison, wherein the resources used by aqne_
programme are compared to.the resources QSed up by another, even if

the other programmé is merely the absence of.the first, as in this
study. -This comparison acknowledges the concept thag the resﬁurces-
not.used up by the programme in the contrél group will produce other

effects.
™
Cost measurement is a large component of economic adalysis and

must be done a urately in order to reflect the real costs of the pro-

gramme alt€rnatives. Costs in the sense used here-are all resources
Used up or benefits foregone -as a result of the programme. This is
quite a different concept than the idea of either budget items or mar-

ket prices,'a]fhough either of these may on occasion to approximate

cost. For example, some programmes may: pay a reduced rent or even
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no rent at all for office space through some arrangement with another

agency. |f the programme's budgetary. allocation for rent were used to

measure costs, then the real resources used up would be under-estimated.

r

All costs associated with the space must be accounted for regardless of

!

to whom they accrue. Costs also include benefits foregone (sometimes

in the form of lost producttvxty or ]ost time) as a result of the pro-

.

gramme. Two categories of cost are usually measured Direct costs are
: » .

those resources used up in relatlon to the programme. For example, the

cost of supplies for nursing visits, the cost of the nurse's time, the

admlnlstratlve cost of the home.care programme and the travel costs for

volunteers who delnver Meals- on—wheels are all direct costs of the pro-

gramme. ‘lndirect costs are those benefits foregone in order to parti- °

L]

cipate in the programme. For example, time lost from work in‘order to
attend a clunlc results in lost productuvuty to the society as a whole.
In the alternative of No Home Care, this might, be the time that rela-
tives take from work to care for an elderly person or to transport Rim
to an out-petient clin}cm

The last concept of importance in economnc analysis is that of

the viewponnt from which the analysis is done. The .idea of examining

the resource utl!lzatlon and benefits naturally raises the questlon of

" to -whom the resources belong and -to whom the benefits accrue. Some

costs will be borne by certaln |nd|v1duals, groups or segmehts of
soclety. For example,with the universal health care lnsurance system
in Ontario, the majority of heal th care*costs are borne by the Hnn‘stry

of Health and, through ﬁremiuq; and taxatlion, society as a whole.

L
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The social viewpoint (sometimes called the comprehensive viewpoint) éé
the sum of all costs borne by all participants in the preramme, inc]u- f
,ding those that may not be rgflected in some otherivIeWpoint. For.ex-
ample, if the vnewp0|nts of the individual patnent the goﬁernment and
society are belng consldered there may be costs borne by persons other
than the patient but. outside the government's .insurance coverage (such
‘as volunteer workers). ln‘these cases, the costs are included in the
viewpoint of_society. Usualiy, ;everal viewpoints are considered within
one economic evaluat!on and the costs within each viewpoint are‘analyzed
in relation to overall health effects separately and |ndependently of
the others. Thus, in a study with three separate v:ewpo1nts; there W|ll

be three separate anaIySes of the data- ' The results can vary widely

depending on where the costs lle in the alternative programmes.

~Model , Viewpoints and Cost Definitions for This Study

In the economic evaluation described here, a cost-effectiveness
model will be used The alternatlves of Home Care or No Home Care are
‘expected to have health effects of the same type but not necessartly
in the same magnitude. These heal th effects (physucal functlon, social -
.Function‘and morale)'would be difficult to convert to dollar values in
jthe manner of cost-benefit analysis. The area ‘of care For the elderly
'and'chronically i1l is one in which future research mlgqg\focus on {he

deveIOpment of health ut|l|ty measurements such ‘as health- GTT11ty days

This would be a major research undertaking in itself, but would be much
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more amenable to analysis and comparison wish-costs than the categér—
ical measures to be used in this study as indicators of health effects.
For the purpose of this study, costs will bé categorized in the
*followiné wéy; The first catégory‘Has to do wfth all resources used up
by either the Home Care programme or -the No Home Care alternative.” In
the experimenfal or Home Care'group this would include all costs for
services and goods provided (for example, visiting nursing, meals or
Y ass;ciated administrative costs, plgs ény

rder to FJng,thé services to reach the pa-

portation costs). This category of costs will

sick room equipment) plus a

costs that are incurred in

tients (for example,, tra

be designated Direct Intra-Programme‘Cﬁsts. The control or No Home Care
group is expected to generate‘simiiar resoufce use in relation to ser-
vices which they can purchase on a private and individua] basis and in
relation to at;ending some clinic.sérvices that-are.otherwise provided:
“n the home for experimental patients. These costs will also be degig—
nated direct intra-programme costs.

The second category of costs has to do with all resources used
up by patients in either group for Health services outside.of the Home
Care programme or the No Home Care programme. These services include
physician's care, laboratory and x-ray services and |nst|tutsonal care
in acute hospitals, chronic hosp1tals, hursing homes or homes for the
aged. Since these serQices represent resources used up by the patients,
they represent direct costs. . The costsuassociated with these serv{ces
are expected to dtffer between the experimental and control patients

given that it is expected that the Home Care programme will have an



effect on patterns of utiliza
as costs here in order to est

health service both within an

hs

tion of these services. They are included
imate the total costs associated with

d as a result of the alternative methods .

of treatment. Costs in this category will be designated Direct Extra-

Programme CoSts. The sum of

costs will then become the Di

the intra- and extra-programme direct

rect Costs.

Costs associated with
in the programme will consist
bers in-order to care for or

ted to be greater in the cont

productivity lost in order to participate
primarily of lost work time of family mem-
“ :

transport patients. These costs are expec-

rol group than in the experimental group.

Costs in this category will be designated {ndirect Costs.

Costs and health effe
of view which are separate an
are those of the individual p
ment énd the society as a who

i

Economic Evaluations in Home

r Lt

cts will be analyzed within three point
d independent. The viewpoints of interest
atient and hié family, the Ontario govern-

le.

Care

Some studies of speci
diseases .or diagnostic types
.apﬁroaqh to measuring costs a
on chronic renal disease [60]

home care [31] are of this ty

provide multiple services to

fic treatments in the home for specific
have been quite sophisticated in their
nd effeéts. For example, Klarman's work.
and Fenton's recent work on psychiatirc
pe. In comprehensive.programmes which

a variety of patients, like the one in

Hamilton-Wentworth, evaluations are generally unsophisticated and of

-
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the cost-minimization type -or fpcus on the measurement of costs in the
home care programme only. Health effects are usually described for
p

the programme and assumed to be the same or worse in the al ternative,
which‘is usually hospital treatment. Economic evaluations of home care
programmes which provide .comprehensive, multi-service care are listed
and classified in Table 2.1, For each study, the model and viewpoints
used, the costs measured and the comparison of interest are indicated.

Several authors.have described home care programmes for elderly
and/qr'chronically i1l populations and measured costs associated with
}fthe programme through budgetary expenditures. The costs measured are

similar to the direct intra-programme costs to be used in this s tudy,
althOugh\it_ié not clear whether or.not opportunity costs (for example,
costs.associéted with donated space) are included; Since they are not
described, it must be assumed by the reader that they are not considered.
This problem is indicated in Table 2.1 with a single asterisk (*) in the
direct intréﬂprograwme cost column in Téble 2.1.

Colt and his colleagues [18] and Dale and Braund [22] measured
costs.in the way mentioned above and.then went on to.compare the daily
or per diem rates between the programme and various forms of institu-
tionalization. Walton and McNairn [119] have done a similar examination
of the Hamilton-Wentworth programme for chronic patients. Widmer [122]
measured costs in this way, but did not attempt to compare them to in-
stitutions: Inherend in the comparison of daily rates is the aSsump-

tion that one day of care in home care is equal to one saved day in

Institutional care. Unfortunately, this assumption may not be valid
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and the pre diem rate is not an accurate reflection of the real resource
utilization by a particular patient (see Chapter 5 and Appendix C).
Bryant [7], in her study of stroke patients cited in Chapter 1, measured
only the costs of service provided by\the home care programme exclusive
of overhead and administration costs. She then compared these to daily
rates for hospitalization as in the other studies noted above.

Hurtado [55] examined the direct intra-programme cos ts (excfu-
ding opportunity costs but including costs of administration) in.the
same way as Colt [1B] and others cfted above. He compared these costs
to costs per case in acute care and extended-care hospitals from the
viewpoint of the private insurer, in this case the Kaiser-Permanente
group. He found that because of the lonéer length of stay on home care
the costs per case was $567.00 compared to $367.00 for institution.
However, when translated into possible medical insurance premiums
(from the viewpoint of the patient) these costs could be covered by
$1.78 per year for home care and $5.72 per year for institution.

Ingbar and Lee [57] in an éarly study of the home care programme at the
Beth Israel Hoépital in Boston, measured direct intra-programm costs

in detail and described these in relati&n to sbecific segments of the
home care populétion. This study included all aspects of direct intra-
programme costs.. The§ concluded that the organization of such programmes
could be influenced by cost data and that there were cer;ain services

and categories of patients who, because of the distribution of these

variables, had a major impact on the costs of the programme.
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Several authors are also unclear as to the viewpoint from which
the analysis is made [7,18,57,120]. The sources of revenue for the
home care programme are government health care plans (Medicare),’private
insurers and the pattents themselves via a fee for servuce The propor-
tions of revenues accounted for by each of these segments varies WIthlﬂ
and between programmes. Hence it is most Jikely that a comprehensive
viewpoint which takes into account all three is the most appropriate
one in these ‘case.

Two well-designed and detailed studies of home care in the
National Health Servfce in Great Britgin have been reported. These are
still of the cost-minimization type, but costs are measured in compleée
detail by the principles discussed earlier in this chapter. 6pit [90]
studied direct and indirect costs of domiciliary care'for severely dis-
abled people, with his primary focus on the home care programme. He
then compared these costs to regular rates per day and per week for
institutional care, acknowledging the crude nature of these rates as
cost measures. He found little difference between the two, and.postu-
lated that the need to be selective in apportioning scarce Eesbuqfes
could leave some patients who need service without .it. Creese and
Fielden [21] compared hospital and home,care.for severely disabled
respiratory patients and measured direct and indirect costs in'bogh
alternatives. Tgey concluded that home care was.2605 pouhds,less per
year when directrcosts alone were considered and 3074 pouﬁds less when
indirect costs are inclﬁded as well.

Gerson and Hughes [36] studied a new programme in Newfoundland

designed to reduce hospital stay in short-term acﬁi% care patients.
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Effects were discussed in Chapter 1. In relation to costs, they mea-
sured direct intra-programme costs in the manner described earlier {that
is, “excluding oppofunity costs). Hospital costs were measured partially
by allpcating fixed costs‘sucﬁ as administration and oyerhead to nursing
units and then to patient days, and partially by assegsing levels of
nursing carelfor patients and assigﬁing a dollar value to a 'point' of
care. The method for thiS partitioning of nursing care functions was'
developed by MacDonnell [73] and thg focus is on technical nursing ac-
tivities with little attention to the counselling aSpectsﬁof nursing
function. Their conclusion was that there was littie difference be;
tween the two prograhmes overall in terms of costs. However,.thei _
poinf ouf that the randomization process used did not prevent a ldss
of experimental patients due to the novelty of the programme and resis-
tancé of attending physicians to using it. As a result, many experi-
mental patients were in hoépital as long as the control patients and
the hoﬁe care service was 'added on' to the usual form of care. This
study differs from the'presentxone in that the programme wasAfor acutely
i1l patients, costs were no£ compared with health effects and the com~
Parison wés between hospital and home care rather than‘home care and
the usual forﬁ of care in the community.

In summary, no studies were found that compared home care with
the nofmal community experience of comparable patients. No studie;
were found that used a randomized trial format to oEtain effectiveness
data concurrent with cost measurement. No studies were.found that

attempted to compare detailed cost estimates with related health effects.



CHAPTER 3

DESIGN OF THE COST-EFFECTIVENESS STUDY

In this chapter, the cost-effectiveness study of the Hamilton-
Wentworth Chronic Home Care programme for patients aged 65 and over
with specified chronic diagnoses will be described in terms of its
overall desién. The concurrent randomized trial of the effectiveness
of the programme will be outlinedlbriefly. The alternative prog;ammes
of Home‘Care and No Home.Care will be outlined and cost categories
re-stated. The ovérall research question will be stat?d and further®

questions to be asked of the analysis itemized. Methods of summarizing

cost data and effectiveness measures will be outlined.

Source of Effectiveness Data.-~ A Randomized Trial of Chronic Home Care

The evaluation study of the Hamiltop-Wentworth Chronic Home Care
programme is designed to determine its effecttveness for patients aged
65 and over with specific chronic disease diagnoses who are admitted to
the programme at the point of discharge from acute care h05p:ta1
Patients will be assigned to experimental (Home Care) or control (No
Home Care) groups based on a system of random allocation described
below. Health effects of interest are physical function, social fun-

tion and morale.  In addition, data will be col lected on compliance

. .
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with medical regimens and the difficulties encountered by care-takers
in the home (that is, friends and/or relatives) as a result of having
the patient there. Measurements will be taken at the pBint of entry

. into the stﬁdy and at three and tweive months post-entry. In conjunc-
tion with the cost-effectiveness analysis, data will be collected on
the utilization of healthlservices external to the programme (and to
the prOQfamme equivalents for the control group). These include
physician's services, laboratory and x-ray services and institutional
services. Patterns of utilization will be compared between the two

groups.

»

Research Question

The major regparch question of the effectiveness study is:
Will physical'function, social function and morale be better in the

Home Care group as compared to the control group?

Sample Specification and Allocation

Patients will be included in the study who (a) are aged 65 and
" over (b) have one of several chronic diseases listed in Table 3.1 which
are commom to the current case-load (c) meet the eligibility criteria

for the Chronic Home Care programme (see Appendix D) such as residence
in Hami]ton-Wentworth and medical supervision and (d) are at the point
of discharée from either St. Joseph‘s Hospital or the Henderson General
Hospital. Patients will be excluded who have been receiving Home Care
prior to hospital admission, because this may systematically alter how

well they do in the programme.
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Table 3.1: Diagnoses for inclusion in the Study
1. Emphysema 10. Chronic ischaemic H;ért
2. Chronic Airways Obstruction Disease
3. Cardiovascular Disease 11. Heart Failure
4, Cardiovascular Btherosc\erosis 12. Congestive Heart Failure
5. Cerebrovascufar Arteriosclerosis 13. Conductive Disorders
* and Atherosclerosis 14. Rheumatoid Arthritis
6. Senility 15. Osteocarthritis
7. Diabetes 16. Degenerative Arthritis
8. 01d Myocardial Infarction 17. Lower Limb/Femur Fractures
9. Angina Pectoris 18. Neoplasms

;

®patients who meet the age and diagnostic criteria at either
St. Joseph's Hospital or Henderéon Hospital in Hamilton will be assessed
us}ng a standardized format by the Nurse Home Care Coordinator or the
Nurse Research Assistant. Final eligibility decisions will be made by
the Medical Advisor to the Home Care programme.

Patients will be allocated to the experimental group (Home Care)
or the control group (No Home Care) based on the previous random allo-
cation of the attending physician. All physicfaﬁs who have admitting
privileges at the two hospitals excluding obstetricians and pediatri-
cians will be randomly allocated to experimental or contral group.
Patients who are eliglble for the study and attended by experimental
physicians will be admitted to Home dére after the physician and the

patient, have agreed to participate in the study. Eligible patiénts
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attended by control physicians will be asked to participate in a study
following up elderly patients in order to determine ;heir needs in the
community without specific reference to the Home Care programme. Phy-
sicians in this group will. be asked to participate in a éimilar type

of study. Patients in the control g}oup who are subsequently referred

.to Home Care will be followed separately. .

Sample Size and Acquisition Sequence

Sample size calculations were based on predictions about hos-
pitai.re-admission rates in each‘group and morale scores in each group.
As a result of these calculations (see Appendix B), it Qas determined
that sampleg of 94 patients who-receive Home Care and 94 patients who
do not receive Home Care were required. The.investigators decided that”
they would a;m for 100 patients in each of these groups as a m¢a5ure'
of conservatism.

The sample écquisition sequence_is illustrated in Figure 3.1.

A pilot feasibility study that was conducted from January to March 1979
indicated that 50% of all patienté wbo are eligible for Home Care will
subsequently be referred and admitted to the programme in the age and
diagnostic categories of interest. The}e is no restriction on the nﬁr--
mal referral process built in to the allécation procedpre. Hence it

is expected that for every 2 patients a]loc;ted to .the experimental
group, there will be one control patient who has been referred to Home

Care and one control patient who has not been referred to Home Care.

After sample selection is coﬁplete, there will be 200 patients of
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experimental physicians who recgive Home Care, 100 patfents Sf control
physicians who have been referred to Home Care and IOOOpasients of
control physicians qho have not receiﬁed Home Care. At analysis, the ~
primary focus will bé on the experimental Hsme'Care group compared to
the control No Home Care group. Secondary analyses‘will‘look ét other
pairs such as the group of control patients who are'refefreﬁ tg Home

L]

Care and a matched gﬁoup of experimental patignts.

Sequence of the Study

The study will bEQIﬂ in September 1979. After one month for
start-up and training of nurse-lntervuewers for eI|g|b|l|ty assessment
the sampie acquisition phase is expected to last 8 months. Allrpatien;s
will be followed for 12 months from the‘time of allocation. Home visits
and . interviews will be done atl3 months after entry and at owé year.
Health service utilization data will be collected througﬁout intsdme
instances'(fof example, physician visits).and at the end of the;study
period in others (for example, hospitalizatjons). It is ekpected.that
the entire study'period, including time for analysis will take two years

 from the starting date and therefore the study should be completed in

the summer of 1981. : _ B

Qutcome Measurement

The health outcomes of interest in the effectiveness study are

physical function, social function and morale. The first twa of these
. . . . j LI Y .

will be measured using the Index of Health Questathaire {97,13]. The

scores-will be classified in two ways: (a) godW§ fair or poor function

LAt e It

L et e 4T e Tabest g o T
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at the time of assessment and (b) improved, no change or deteriorathﬁ{

from initial assessment (either at 3 or 12 months). Morale will be mea-

' r
sured using the Philadeiphia Geriatric CentreﬂHorale Scale [65] and will

‘be scored in the same way. At analysis, the scores in treatment and

. control groups will be compared to each other at the same point in time,

and scores before the programme will be compared to those at 3 months

and 12 months independently.
(\‘ The investigators are also interested in the length of time
between entry into therstudy and ré-admission to hospital if it oeeurs.
The hypothesis here is that the Home Care patients will be maintained
in the community-lqnger than the control patients, a]thaugh they may
still have to be re-admitted due to their 5§9¢%nd fhe chronic nature
of their disease. Both the number of re-admissions in each‘group an;’
the length o§!§tay in hospital at re-admission will be analyzed as well.
Hospital re-admission and other health service utilization data
such as ngmber and t§pe of'physiqign visits, admissions to chronic hos-
pftal and admissions to_n;rsing homes will be collecteé.tﬁ;oughodt the
sthdy. Since these data a;e of primary interest due to thi\éhohomié

analysis, methods of data collection will be discussed in detail in

Chapter 6 of this thesis.

Description of the Alternative Programmes

&

The‘Hamilton-wentwofih‘ﬂome Care Programme is administered by
&b .

the Hamilton-bundas Branch of the Victafian Order of Nurses of Canada

and Is financed by the Ontario Ministry of Health. The programme

-
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coordinates a number of professibna] ;ng volunteer community services
for its pétients. Some of these gre purchased from agenciés already

in place in the community such as Meals-on-Wheels, V.0.N. Visiting
Nursing or Red Cross Homemaking. Others are provided by staff of the
Home Care progtgﬁif such as physiotherapy, occupational therapy and
social work services. Patients have access to referrals to volunteer
agencies such as Friendly Visitors and the Red Cross Loan Cupboard.

In addition, patients on Home Care recejve medical supplies, sick room
equipment and reduced charges for special transportation for the elderly
andkténdifapped when.necessaryi Physician visits are not financed by
.the Home Care progfamme and there are no physicians on staff for ingi-
vidual paéient service;.although there is a Medicé] Advisor who éng§ults
about cases. |f the patient's physician chooses to visit th; patient

in his home, this is independent.of tbe'Home Care programme.

The services provided by the Home Care programme are lisféd in

Table 3.2. The programme occupies a suite of offices in St. Peter's
Centre, a ﬁehabilitation and Chronic Care facility fn Hamilton. The
suite is part of a larger group of offices rented from‘St. Peter's by
the Victorian Order of Nurses. The Home Care programme rents its space,
in turn from the V.0.N. The programme has a aumber of administrative
and clerical staff members. Some of the nurse-coordinators are situ-
ated in area hospitals for assessment of potqsfia] pafients and some

are situated In the Home Care office for ongobﬁﬁ?superyision.of
patients in the programme. Thé.programme has staff members in the
fields of physiotherapy, occupational therapyrand social work as well.

-

An drganiiational chart is available in Appendix D.
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. Patients in the control group who do not receive Home Care are

able to purchase certain services (for example, visiting nursing, meals-
on-wheels) in the cthunity privately and may or may not do so. Other
services {for example, occupational therapy) are not available in this
way. |t is expected fhat control patients will ‘not make as much use

qf services available for purchase on an individual basis as patients .
in the organized Home Care programme. Al though some services (for
example, visjting nursing, out-patiept clinic physiotherapy) require

a physician’s-referral for admission, thefe is no reason to assume

that the referral could not be made |ndependent from the Home Care

programme.' Horeover, a number of serV|ces have multlple access points
such as se!F—referral'or referr;I from another agency. Some examples‘
of services that operate this way are the Red Cross Loan Cupboard,
Frlendiy Visitors and Meals-on-Wheels. éome functions; such as home-
making may- be performed by family members.' The services that:may be

’

purchased from agencies or provided by family and friends are listed

in Table 3.3.

Viewéointe(
<
" There are three viewpoints of interest ﬁn this study, as men-
tioned in Chapter 2 First, the Ontario ggge;pﬁent, as financer of the
Chronic Home Care programme and most other health servuces throughout

the province by way of the Ontarlo Health Insurance Plan and the Per-

sonal Health Division of the Ministry of Health, will have a major
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Availability and Source of Parallel Services

for Control Patients

% Service not available in the home

Service Available? Source
nﬁ. ——
1. Nursing Yes Victorian Order of Nurses
: St. Elizabeth's Visiting Nurses
Public Heal th Nurses
2. Physiotherapy Yes* Hospital Clinics or
' Private Practitioners’ Offices
3. Occupational No
Therapy
L. Speech Therapy Yes* thedoke Hospital
. ) Existing Social Agencies
5. Social Services Yes e.g. Hamilton-Wentworth
Family Service Agency
. . Visiting Homemakers
6. Homemaking Yes fed Cross Homemakers
Private Homemakers
7. Meals-on-Wheels Yes' Victorian Order of Nurses
_ Macassa Lodge
Dundas Meals-on-Wheels
- . Private Car
,Bf Transportation Yes Private Taxi -
DARTS Bus
Ambulance
9. Frieﬁdly Visitors Yes - Victorian Order of Nurses
All patients over age 65 are
*
10. Drugs Yeg covered by the Ontario Drug
Benefit Plan :
11. Dressings and Yes* Ezzmﬁ:?is gzan{?zgzoard
Sickroom Equipment ) y Supp
12. Laboratory - Yes* Public or Prigate Laboratories

.
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inﬁgrest in the cos ts it wi]i incur with or without the programme.
Second, the pa;ieqt and his ?ami]y wiil have different costs depending
on Qhether or not they are particfpating in the programme. . Since many
eldefly people arerdépeﬁdént.in soﬁe way on family members, it w0uid
be difficult to separéte their interests. The-third, comprehenéive or
sgcial vieﬁpoint is the sum of all tosts borne by part%cipants in the
programme Qhere '‘participants' in this sense means all constituents who
bear costs. In other words, aithough ;he_Hinistry of 